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COMMENTARY
"Housing First" for the
Chronically Homeless: Challenges
of a New Service Model
Nestor M. Davidson
Recent efforts to combat homelessness have increasingly focused on the
chronically homeless and, in particular, on people grappling wtih mental
illness, substance abuse, or other conditions who have often proven most
resistant to traditional models of service. With the federal government en-
couraging local governments to adopt Ten-Year Plans to End Chronic
Homelessness,' one novel strategy-the "Housing First" approach-is
gaining a central place in many local efforts. 2 Housing First, as its name
suggests, offers homeless individuals the chance to move directly from the
streets to independent housing. This approach reverses the long-standing
paradigm of combining shelter with services predicated on individuals'
readiness for housing. Traditionally, providers have required that individ-
uals be stabilized through a gradual process of acculturation, with each
step in a ladder of greater independence conditioned on meeting service
requirements such as following a regime of medication or maintaining so-
briety. In place of this approach, Housing First provides shelter without
any predicate requirement of treatment or recovery, with intensive services
available but not mandatory. The early evidence suggests that long-time
homeless individuals with dual or multiple diagnoses find housing more
rapidly and remain off the streets longer under this approach. Housing
First also appears to reduce costs when compared to the the informal sys-
tem of shelters, hospitals, mental hospitals, and incarceration that marks
the cycle of life on the streets for many of the chronically homeless.
Nestor M. Davidson is Associate Professor at the University of Colorado Law
School. He has also served as Special Counsel to the Secretary of Housing and Urban
Development and previously was with the firm of Latham & Watkins, LLP, in Wash-
ington, D.C., where he focused on commercial real estate, affordable housing, and com-
munity development. This commentary is based, in part, on his presentation at the
Forum's conference, Creating Healthy Communities: Ending Homelessness, held
February 23-24, 2006, in St. Louis. The author thanks Jay Mankamyer for his able
research assistance.
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The rapid proliferation of Housing-First-based programs represents a
kind of Kuhnian paradigm shift in combating homelessness, 3 sharply over-
turning long-held assumptions about how best to approach the hardest
cases. Any change of this magnitude inevitably raises challenges in the
process of transitioning from established models. This commentary ex-
plores some of the challenges that this shift has engendered, focusing on
implementation issues that can arise as service providers and policy mak-
ers feel their ways toward a new approach. The author serves on the board
of directors of a transitional housing program, and the experience that this
organization is undergoing in the process of experimenting with Housing
First illustrates some common hurdles facing service providers in this
arena. Although there is no silver bullet for the problems of homelessness,
chronic or otherwise, the federal government has articulated a serious com-
mitment to ending chronic homelessness, and lessons that can be learned
as service providers embrace novel approaches like Housing First can shed
important light on obstacles to implementation of that goal.
Chronic Homelessness and the Rise of Housing First
National, state, and local policy makers have focused on homelessness
since the early 1980s; and, as with many areas of policy, broad shifts in
emphasis have taken place in that time. The McKinney Act,4 the first com-
prehensive federal response to homelessness, initially concentrated on in-
creasing shelter capacity with an emphasis on family homelessness and the
structural economic predicates to homelessness.5 Policy makers in the in-
tervening decades, however, have grown increasingly aware of the diver-
sity of subgroups within the homeless population. Since the revival of the
Interagency Council on Homelessness (ICH) in 2002, the federal govern-
ment has prioritized the goal of ending chronic homelessness in ten years,
a goal first articulated by the National Alliance to End Homelessness in
2000.6 This ambition-however hortatory-has been at the heart of efforts
to promote state-level homelessness coordination and the rapid prolifera-
tion of local ten-year plans.7
What separates the "chronically homeless" from other segments of those
experiencing homelessness on any given night or over the course of the
year? The federal government's definition8 singles out individuals (rather
than families) with a disabling condition and emphasizes the length or
repeat nature of the homelessness.9 In other words, for most people who
experience episodes of homelessness over the course of a year, the expe-
rience of being without a home tends to be a temporary dislocation instead
of a repeated occurrence.10 For a fraction of those on the streets, however,
being homeless is anything but short-term or temporary.
Providing a clear picture of any segment of the homeless has always
proven difficult, but broadly speaking the chronically homeless tend to be
male, middle-aged, and experiencing substance abuse or mental illness, or
often both." The best estimates of the size of this population nationwide
indicate a range, on a point-in-time basis, of roughly 150,000 to 250,000
Winter 2006
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individuals, but likely closer to the higher end depending on the definition
of chronic homelessness used in the relevant study.'2 This represents ap-
proximately 10 percent to 20 percent of the roughly 1.4 million adults who
are estimated to experience homelessness over the course of a year.13
Although the current focus on chronic homelessness is not without its
critics, 14 the argument for focusing on this segment of the homeless popu-
lation has gained many adherents. As Philip Mangano, ICH's executive
director, has testified, chronically homeless individuals present unique and
arguably the most severe needs. 5 If the homeless population shared
roughly similar characteristics, singling out one segment of the population
would make little sense. However, if the condition of homelessness actually
represents significantly different challenges for different populations, a
unique set of strategies is necessary to target resources toward people
whose lack of a home hinges on mental illness and substance abuse. Thus,
as the need to create shelter beds for those suffering from a temporary
dislocation has arguably become a less pressing policy concern, 6 there is
an increasing recognition that much more than emergency services is
needed for the chronically homeless.
There is an additional fiscal dimension, also controversial, to the current
emphasis on ending chronic homelessness. Prioritizing services for chron-
ically homeless individuals recognizes that this population, particularly
individuals with dual or multiple diagnoses, consumes a disproportionate
allocation of public resources-by some estimates over half of all emer-
gency shelter services.' 7 This concentrated investment is arguably wasteful,
given the costs of the services involved in the cycle of shelters, hospitals,
mental hospitals, and incarceration' 8-all of which are often more expen-
sive than supportive housing.' 9 This is not to say that the vast majority of
those experiencing homelessness on any given night or over the course of
a year do not need assistance, but rather that they represent a population
for whom the services that may best respond to their needs have more to
do with basic housing, employment, and income supports.
Given the current prevailing emphasis on chronic homelessness, policy
makers and service providers are now embracing an even more funda-
mental shift in how to respond to the most intractable aspects of chronic
homelessness. Rather than providing shelter beds as the primary response
to homelessness, an emphasis on permanent supportive housing, and es-
pecially Housing First as a service model, is rapidly gaining ground. 20
As exemplified by its best-studied incarnation, New York's Pathways to
Housing program, Housing First combines three basic elements.2 1 First, as
its name suggests, Housing First prioritizes independent living as the gate-
way to other supports, typically placing homeless individuals in scattered-
site housing.22 Traditional "continuum of care" approaches often structure
the availability of housing along a hierarchy, beginning with outreach, and
then moving to various transitional settings, and then, based on the client's
perceived "readiness" for housing, ultimately permanent housing, often in
a congregate or community-resident setting.23 Second, and closely related
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to this prioritization of housing, is a decoupling of required services-psy-
chiatric, substance-abuse, or otherwise-from an entitlement to housing.
In the traditional model, adherence to clinical regimes is often a prerequi-
site to eligibility for housing and a psychiatric crisis or substance-abuse
relapse can be grounds for moving back down the hierarchy of indepen-
dence or losing a placement altogether.24 Instead, Housing First makes in-
tensive services available, under a form of the assertive community treat-
ment (ACT) model, 21 but does not make compliance with treatment plans
or sobriety the predicate to housing.26 Finally, Housing First provides ser-
vices on a "harm-reduction," consumer-focused basis, allowing clients to
guide their service plans or refuse services altogether.27 Fundamentally,
Housing First changes the definition of success for serving the homeless-
rather than focus on independence and eventual transition, Housing First
recognizes that for some clients there will be a permanent need for support
and then provides those clients first with housing, then with other services.
The early evidence in favor of Housing First is impressive. One study
of the Pathways program showed an 88 percent housing retention rate over
a five-year period compared to 47 percent in more traditional programs. 28
Other studies have shown similarly positive housing outcomes.29 The evi-
dence of nonhousing outcomes, in terms of client satisfaction and mental-
health and addiction outcomes, likewise supports Housing First.3 Studies
of supportive housing have shown clear reductions in the use of more cost-
intensive interventions, such as hospitalization.31
Given this evidence, Housing First, as part of the larger shift in emphasis
towards permanent supportive housing, is now regularly touted at the fed-
eral level.32 The model has been explicitly embraced by programs across
the country, including in New York, Denver, Seattle, Houston, San Fran-
cisco, and elsewhere.33
Transforming Service Delivery and Housing
As Housing First increasingly becomes the predominant service model
for responding to chronic homelessness, some local providers have expe-
rienced challenges in transforming their approaches. These challenges are
by no means unique to Housing First, or to serving the homeless in general,
but can raise object lessons.
As noted at the outset, the author serves on the board of directors of a
nonprofit organization, Boulder County Advocates for Transitional Hous-
ing (BCATH). BCATH was founded as a coalition of local service providers,
including the Boulder Shelter for the Homeless, the Mental Health Center
of Boulder County, the Center for People with Disabilities, and others, to
serve a niche in Boulder County that is perennially underserved.3 Since
its inception, BCATH has exclusively operated transitional housing, with
member organizations providing case-management services and housing
provided on the predicate requirement that clients follow treatment plans
where applicable. Clients are limited to two years in BCATH with the ex-
plicit goal of independence following the period of transition. BCATH,
Volume 15, Number 2 Winter 2006
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however, is now in the process of creating a new program attempting to
incorporate the Housing First model. 35 The experiment is still an early work
in progress, but the implementation questions BCATH has confronted,
even at this initial stage, are illustrative.
To begin with, some of the funding that BCATH is using raises challenges
of matching general funds to a targeted purpose. Although McKinney-Vento
funds are now largely focused on permanent supportive housing,36 pro-
viders like BCATH have had to utilize multiple funding sources and re-
sources that are often not directly targeted at the kind of service model
represented by Housing First.37 Indeed, although HUD and the Department
of Health and Human Services have advocated the use of "mainstream"
funding, doing so can require fitting a decidedly square peg into the
round hole of a unique target population. This mismatch can raise practical
problems, even though using such mainstream funding is technically proper
under open-ended funding requirements.
BCATH's funding for the housing component of its Housing First pro-
gram is coming from a new Colorado Division of Housing Tenant-Based
Rental Assistance (TBRA) program. The TBRA, a pass-through of federal
HOME funds and a required local government match, provides a two-year
rental subsidy "coupon" similar to Section 8 Housing Choice Vouchers.39
The TBRA program is designed to serve homeless families living in shel-
ters, the homeless more generally, victims of violence, families currently
working, and the elderly and disabled.40 Nothing in the TBRA program
guidance precludes a local provider from targeting the chronically home-
less, and the Colorado Division of Housing lists the TBRA program as part
of its efforts to end chronic homelessness.41 However, BCATH is attempting
to use funds for a narrow segment of the population that the TBRA pro-
gram might serve, which requires care in ensuring that the appropriate
client base is found-those clients who are hardest to serve in transitional
housing and who represent the greatest commitment of public resources
in their current status. 42 Using time-limited, general rental assistance to
launch a program predicated on a commitment to permanent supportive
housing requires a leap of faith that either the state will continue the TBRA
program or other funds can be identified at the end of the two-year period
to continue the Housing First approach. 43
Moreover, because the TBRA is only a rental subsidy, the individual
service providers that make up BCATH are each required to find other
sources of funding for the case-management and treatment aspects of the
program, a common problem for many service providers." Thus, although
a complete Housing First approach typically includes making intensive
services available on an ACT model, 45 the BCATH experiment is taking its
first steps in this direction without resources for full ACT teams.46 BCATH
is looking for creative ways, for example, to backstop existing case-
management services to form more of the kind of safety net that Housing
First promises.47 In the end, however, BCATH is moving forward with an
awareness that its model is incomplete.
HeinOnline  -- 15 J. Affordable Hous. & Cmty. Dev. L. 129 2005-2006
BCATH, like other organizations moving to Housing First,4 has had to
work to convince stakeholders, including individual service providers and
case managers, that the experiment is worth undertaking. Although BCATH
lacks the resources to do any comprehensive analysis of service utilization
by its clients before and after enrollment in its Housing First program,
49
BCATH is working to identify-at least in general terms-the profiles of
its target population.
Moving from transitional housing to Housing First has raised questions
from some agencies who work with BCATH about the conceptual merits
of the harm-reduction approach, decoupling housing and services from
treatment plans, and other requirements.5 0 Member agencies have also
raised practical questions about how their case managers are to manage a
mix of clients, some of whom are working towards independence with the
stick of losing eligibility and some of whom, not subject to the same con-
straints, are being promised essentially permanent help.5' Operating under
two models at the same time presents more logistical and practical flexi-
bility than simply shifting over entirely to a new service model. BCATH is
working towards pragmatic answers to all of these challenges, as all local
providers must do, but the organization's experience illustrates that even
the most potentially promising practices often cannot be successfully
adopted over night.
Conclusion
Housing First is by no means the only tool being employed in current
efforts to combat homelessness and particularly chronic homelessness, 52
and one has to be careful about oversimplifying the complex mix of ap-
proaches, funding sources, and experiences of thousands of local providers.
Moreover, as potentially successful as these tools might be, they are still
serving only a fraction of the need.53 With that in mind, however, it is
important to recognize the rise of the Housing First service model and to
highlight some of the challenges that transitioning to the model raises as
illustrated by the experience of one service organization, BCATH.
As with any transition of this magnitude, there will inevitably be bumps
in the road. It is not easy to use mainstream resources in creative ways to
convince stakeholders to experiment, and to make changes with the prag-
matic realization that it is often impossible to precisely replicate existing
successes. But given the increasing emphasis by policy makers and funding
sources on evidence-based practices, and the data supporting Housing
First's success in helping the most challenging of the long-term homeless
get off the streets and reconstruct their lives, it is well worth trying.
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tance: Supportive Housing Program (SHP), Shelter Plus Care (S + C), Section 8
Moderate Rehabilitation Single Room Occupancy for Homeless Individuals
(SRO), 71 Fed. Reg. 12054, 12055-12058 (Mar. 8, 2006) (discussing availability
and priorities for the current round of HUD homelessness assistance).
37. Overall, the National Alliance to End Homelessness has estimated that
total funding for homeless-assistance programs is roughly $2 billion annually,
see BURT, STRATEGIES, supra note 6, at 19 (citing National Alliance to End Home-
lessness, A Plan, Not a Dream: How to End Homelessness in Ten Years (2000)), but
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much of this funding has traditionally not been specifically targeted at chronic
homelessness.
38. A HUD-commissioned study, Strategies for Reducing Chronic Street Home-
lessness, canvassed the number of sources other than core federal grants under
the McKinney-Vento Act, noting that local programs across the country use a
blend of federal, state, and local sources, as well as private-sector support. See
STRATEGIES, supra note 6, at 63-76. Overall, however, the study argues that
"reducing chronic street homelessness requires significant investment of main-
stream public agencies," id. at 74, and creative blending of existing resources,
id. at 70. Likewise, the HHS Blueprint for Change advocates using "mainstream
resources" to serve the homeless. See BLUEPRINT, supra note 20, at 93-100.
39. See COLORADO DEPARTMENT OF LOCAL AFFAIRS, DIVISION OF HOUSING,
PROGRAM GUIDELINES FOR TENANT BASED RENTAL ASSISTANCE 4 (2004).
40. Id. at 5-7.
41. See Colorado Division of Housing, PHA Plans 5-Year Plan for Fiscal
Years 2005-2009, Annual Plan for Fiscal Year 2007, at 11 (2006), available at
www.dola.state.co.us/ DOH /Documents /co9l1 .pdf.
42. Finding clients is not as simple as walking up to homeless people on
the street and offering them apartments. An individual service provider com-
mitment must be found for each client, and BCATH is relying on its constituent
agencies to provide referrals. Because BCATH's transitional program has been
more open-ended, a wider client base has been available.
43. BCATH's Housing First program is targeting chronically homeless in-
dividuals with dual or multiple diagnoses.
44. See BURT, STRATEGIES, supra note 6, at 70 ("One of the biggest problems
for homeless assistance providers is assembling the funds to be able to offer all
the various services that chronically street homeless people with disabilities are
likely to need.").
45. See supra text accompanying notes 25-26.
46. BCATH is doing so in the hope that such resources can be identified as
the program moves forward.
47. Some clients, for example, will be eligible for Medicaid Waiver Home
and Community Based Services (HCBS), which can provide access to around-
the-clock emergency services. See generally CoLo. REv. STAT. 26-4-671 to 26-4-
676, as amended; 42 C.FR. 441.300 to 441.310, CoLo. DEP'T OF HEALTH CARE
POL'Y & FINANCING, STAFF MANUAL VOLUME 8, MEDICAL ASSISTANCE, SECTION
8.509, available at www.chcpf.state.co.us/HCPF/MedicaidEligibility/mefcc.asp.
48. For a fascinating case study of the institutional, cultural, and bureau-
cratic challenges that attended the introduction of a Housing First program on
a county-wide basis in one instance, see Barbara J. Felton, Innovation and Imple-
mentation in Mental Health Services for Homeless Adults: A Case Study, 39 CoM-
MUNITY MENTAL HEALTH J. 309 (2003). Felton describes initial opposition to the
introduction of Housing First by providers and other stakeholders, although
Felton reports that Housing First eventually took hold. Id. at 318.
49. A process that would, in any event, raise privacy concerns to the extent
information is being gathered from agencies with whom potential clients have
existing relationships.
50. The goals of Housing First fundamentally differ from transitional hous-
ing in that the primary desired outcome is that a client stay housed as long as
possible. The primary outcome measure is thus how long a client stays in hous-
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ing and out of shelters, hospitals, and jail. This differs from BCATH's transi-
tional housing, where success means moving clients out of the program and
into stable housing.
51. Another challenge in moving from the transitional model to a TBRA-
based Housing First program is making the program work with vouchers.
BCATH transitional housing uses units that the organization owns, whereas
Housing First requires building relationships with private landlords and help-
ing clients in their relationships with landlords.
52. See BURT, STRATEGIES, supra note 6, at 19.
53. Denver's Housing First program, for example, has had wait lists of six
or seven times the one hundred clients that the program is designed to serve.
See John Parvensky, Letter from the President, LASTING SOLUTIONS (Colorado Co-
alition for the Homeless, Denver, CO), Fall/Winter 2004 Issue, at 2 (reporting
a wait list of seven hundred), available at http://www.coloradocoalition.org/
images/advocacy-images/n2004lOpit.pdf; Stuart Seers, The 'Housing First'
Revolution, ROCKY MT. NEWS (Denver), May 24, 2005, at 5A (reporting a wait
list of six hundred).
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